INTRODUCTION Early Focus on Cognitive Development and Behavioral Health Important for Downstream Prevention and Benefits
A focus on behavioral health among policy makers, providers, and payers has been growing over the past several years due to a number of developments emerging from health reform. As is most often discussed, health reform's coverage expansion has allowed millions of individuals to gain coverage for the first time. At the same time, health reform also accelerated major changes to the way providers are paid. Historically, most payment systems have been fee-forservice (FFS), in which providers are paid for the volume of services delivered; however, across payers and programs, payment models are shifting to focus on value-paying providers at least partially based on the cost and quality of care delivered. Health reform and the need to extract greater value for health care spending in the United States have resulted in three goals termed "the triple aim"-to improve health, to improve better care, and to reduce costs (Berwick et al., 2008) . These broader changes are creating new opportunities to advance children's behavioral health. First, the passage of the ACA is increasing coverage for millions of Americans-mostly adults. The coverage expansion under the ACA increases access to insurance for adults, which research has shown makes it more likely that children will use health care, too (IOM, 2002) . This is especially critical to addressing longstanding disparities in insurance coverage within families-with children in many families having insurance while parents remain without coverage. At the same time, the ACA also significantly expanded access to behavioral health services. The law created a new floor for coverage through the Essential Health Benefits (EHBs), which require coverage for mental health and substance use disorders (i.e., behavioral health).
Second, the ACA catalyzed the movement away from FFS payments to providers to value-based payments and models. These new payment models, such as Accountable Care Organizations (ACOs), Patient-Centered Medical Homes (PCMHs), bundled payments, and episodes of care, take both cost and quality into account. 5 To succeed under these models many payers and providers are turning to population health management approaches that not only focus on delivering efficient and effective care, but also on promoting health and well-being to avoid downstream costs. As more adults and children gain coverage under the ACA-and payers and providers identify high-risk and/or high-need populations as part of the movement to value-based payment models-behavioral health will increasingly be part of a broader conversation in health care.
The high prevalence of behavioral health conditions in childhood is well establishedand the impacts of these conditions on cognitive and affective development and physical health extend into adulthood. Beyond development, these issues impact quality of life and have longterm economic costs. The seminal 1999 Surgeon General's report on children's behavioral health estimated that approximately 10 percent of children and adolescents experience mental health conditions each year-and a startling 70 percent of those in need of treatment are unable to access care (HHS, 1999) . A more recent examination of the literature indicated that approximately 12 to 22 percent of 3-to 17-year olds had behavioral health diagnoses (NRC and IOM, 2009) . Nearly three-quarters of the cumulative prevalence of behavioral health problems, including substance abuse, anorexia nervosa, major depressive disorder, bipolar disorder, schizophrenia, and bulimia nervosa, have their onset before age 25 (Halfon, 2015; Kessler et al., 2007) .
These conditions impact educational outcomes at a younger age-and eventually employment-related economic outcomes in adulthood. Research has found that of those 14 years of age and older with behavioral health issues, less than half graduate from high school and 70 percent are likely to be arrested within 3 years of leaving high school (Center on an Aging Society, 2003) . Research has also established the near-and long-term economics costs of childhood behavioral health conditions. Annual costs are striking, with the Centers for Disease Control and Prevention (CDC) estimating that mental health disorders among children 5 Accountable Care Organizations (ACOs) hold a group of providers jointly accountable for the cost and quality of care delivered to a defined population. Patient-Centered Medical Homes (PCMHs) are a model for organizing the delivery of primary care services so that care is comprehensive, patient-centered, coordinated, accessible, and of a high quality. In this model, primary care practices are paid a per member per month fee to coordinate care for patients. Last, within bundled and episode-of-care payments, providers are paid a single price for all of the health care services for a condition or a specific treatment for an individual, such as following a heart attack, knee replacement, or an acute asthma episode.
result in an estimated annual cost of $247 billion due to their prevalence, early onset, and impact on not only children, but families and communities as well (Perou et al., 2013) . Longterm economic costs to individuals and families, as well as to the broader economy, are significant-with estimates projecting that childhood behavioral health conditions such as depression can cost a family an estimated $300,000 in lost income and a total lifetime economic cost of $2.1 trillion for all of those affected (Smith and Smith, 2010) .
The high prevalence of early onset behavioral health conditions in childhood and adolescence underscores the potential for early intervention to have downstream positive impacts into adulthood (HHS, 1999) . While there has been movement and progress in understanding the onset of behavioral health conditions in childhood and adolescence and the benefits of early prevention, including individual-, family-, school-and community-based interventions, the prevalence and long-term economic costs of these conditions remains high. In that context, we undertook this area of further study to better understand the potential impact of the ACA on children's behavioral health and to identify continued challenges and opportunities to implement prevention, early intervention, and treatment across all stages of development for children.
KEY THEMES

Coverage Expansion Increases Access to Behavioral Health Services, But Impact on Children Difficult to Assess
The passage and implementation of the ACA has arguably ushered in the most significant changes in health care since the passage of Medicare and Medicaid in 1965. One of the main goals of the ACA was to expand coverage to the nearly 50 million Americans who were uninsured prior to passage of the law through both Medicaid and through the purchase of private insurance on the new health insurance exchanges or marketplaces (CMS, 2014b) . Since 2010, the U.S. Department of Health and Human Services (HHS) estimates that 20 million individuals have gained coverage . Coverage expansion and broader implementation efforts at HHS have focused on building the regulatory and technical infrastructure to identify and enroll individuals-mostly uninsured adults-into new coverage sources. Key takeaways on the impact and potential of the coverage expansion on children's behavioral health include:
 The Medicaid expansion offers coverage for behavioral health care for low-income adults and children.  The ACA's EHBs increase access to behavioral health services for adult and pediatric populations.  Federally Qualified Health Centers (FQHCs) and School-Based Health Centers (SBHCs) are being embraced as critical settings for delivering preventive services and treating children with behavioral health needs and their families.
Medicaid Expansion Offers Coverage for Behavioral Health Care for Vulnerable Populations
The Medicaid expansion is increasing coverage for behavioral health services for low-income adults and children. The expansion has led to populations shifting from the Children's Health Insurance Program (CHIP) to Medicaid in some states. This shift gives more children access to Early and Periodic Screening, Diagnostic, and Treatment (EPSDT) services, which provide developmental and behavioral screening to children in Medicaid (CMS, 2015a) . Starting in 2015, the ACA also extended Medicaid eligibility for children and young adults who aged out of the foster care system (and previously had Medicaid) until the age of 26. This provision was especially critical given that young adults are less often insured, and at the same time youth in foster care report both health conditions that limit their daily activities and receiving behavioral health counseling at higher rates than their peers (Lehmann et al., 2012) . Youth in foster care make up only 3 percent of the Medicaid population but account for 29 percent of Medicaid expenditures for children's behavioral health services, underscoring the importance and potential impact of early screening and intervention (CHCS, 2014) . Last, the Medicaid expansion has largely impacted low-income adults, many of whom have behavioral health issues that in turn affect their children. As a result, there are likely to be long-term parent, family, and community benefits from those individuals having access to medical and behavioral health services.
Essential Health Benefits Increases Access to Behavioral Health Services for Commercial Populations
The ACA mandates that all individual and small group market plans, as well as Medicaid programs, cover EHBs, which include mental health and substance abuse services. The EHB requirements built on the Mental Health Parity and Addiction Equity Act of 2008 (MHPAEA), which required group plans and commercial insurers that provided mental health or substance abuse services to provide them at parity with medical/surgical benefits. The law applied parity to substance abuse-a significant development given the heightened comorbidity with mental health and substance use disorders. More broadly, the law's passage also sharpened the focus on the cost and quality impacts of providing behavioral health care across the health care system. Taken together, these two federal policy developments have likely increased access to, and coverage of, behavioral health services. However, implementation of these policies has been complicated for a number of reasons, including a shortage of behavioral health providers (e.g., psychiatrists, psychologists, social workers, and others) especially for underserved and vulnerable populations, difficulties obtaining authorization from insurers for behavioral health services, and high costs of care (NAMI, 2015) . For instance, the Substance Abuse and Mental Health Services Administration (SAMHSA) cites that there is no practicing behavioral health provider in 55 percent of U.S. counties-and 77 percent of counties nationally report unmet behavioral health needs (SAMHSA, 2007; Thomas et al., 2009 ). The ACA authorized funding for workforce development programs, such as a $1.5 billion authorization for the National Health Service Corps that provides scholarships and loan forgiveness for primary care physicians, nurse practitioners, and physician assistants serving health professional shortage areas. However, a greater focus on behavioral health-and pediatrics in particular-may be necessary.
The coverage expansion, which includes increased coverage for evidence-based preventive screenings and services, has also created new opportunities to expand the sites where care can (and needs to be) accessed. For instance, there is widespread support for home visitation models that support at-risk families in their homes and communities. At the same time, not only has there been a growing awareness of the need to co-locate primary care and behavioral health services in ambulatory and community-based settings, but increased implementation of these models as well. In addition, the broad EHB categories do not necessarily result in coverage for specific services. The ACA also required commercial plans to cover preventive services that have an A or a B rating from the U.S. Preventive Services Task Force (USPSTF), as well as preventive care and screenings based on guidelines issued by the Health Resources and Services Administration's (HRSA's) Bright Futures initiative at no out-ofpocket costs to enrollees. 6 However, the USPSTF has found insufficient evidence to issue an A or a B rating for many topics in pediatrics and behavioral health. Therefore, many prevention services in children's behavioral health and development are subject to continued cost-sharing and out-of-pocket costs to families, resulting in a gap between coverage and access to care.
Community Health Centers and School-Based Health Centers Critical to Supporting Vulnerable Communities
The ACA provided $11 billion for FQHCs to support their ability to care for underserved and safety net populations, of which $1.5 billion was dedicated to capital improvements for increasing capacity to serve individuals gaining coverage under the ACA (HRSA, 2015a). However, FQHCs determine their health care program content locally and therefore the provision of behavioral health services and initiatives to promote children's behavioral health and cognitive development are not system-wide. SBHCs aim to increase access to primary care for student populations by delivering care through an integrated model that includes a range of services, including behavioral health. There are an estimated 2,000 SBHCs operating nationally and most offer care whenever schools are in session (HRSA, 2015c). However, SBHCs did not receive funding to expand provision of services in the ACA; yet, the law included $200 million for capital equipment (HRSA, 2015c) . Given their potential to reach children and adolescents at risk for behavioral health issues, providing payment for services delivered in these settings could fill serious gaps in behavioral health promotion, screening, and access for underserved populations.
Takeaways: The ACA Coverage Expansion Creates Opportunities to Expand Access to Behavioral Health Screening and Support Services
While the ACA coverage expansion has been broadly focused on uninsured adults, there are a number of programmatic changes and funding streams that can be better leveraged to advance access to behavioral health promotion, screening, and services for children's behavioral health. For consideration, several opportunities for the child and adolescent behavioral health communities include:
 Assess coverage expansion impact and gaps in children's behavioral health.
Examine the impact of the ACA coverage (and remaining gaps) on children's behavioral health to help connect silos across federal agencies and programs, especially with programs that pre-date the ACA.  Use existing research networks to build the evidence base. Leverage HRSA-led FQHC research networks to identify gaps in children's behavioral health and areas where more data are needed on impacts and outcomes.  Focus on outcomes and evidence generation from interventions in SBHCs and FQHCs. Connect researchers and stakeholders to generate evidence on the impacts and outcomes of screening, prevention, and treatment in FQHCs and SBHCs and other primary care settings and test models for effectively involving families and schools in interventions.  Nominate topics for USPSTF and Bright Futures to consider. Bringing evidencebased preventive services to the attention of entities may assist in gaining favorable ratings and coverage for evidence-based screenings and preventive services.  Support further developments in children's behavioral health. Identify ways to close gaps between coverage and access, such as through innovative workforce programs.
Build on the Movement to Pay for Value to Advance Children's Behavioral Health
In addition to expanding coverage to the uninsured, another primary goal of the ACA was to move from a predominantly FFS payment system for health care services to one that pays for value. The movement to value-based payments was largely driven by skyrocketing costs and low quality of health care services, including siloed and fragmented care. Quality problems plaguing the system have been well documented-starting with the seminal 2001 Institute of Medicine report Crossing the Quality Chasm. The report called for major reforms of the U.S. health care system to reduce problems with quality of care and gaps (IOM, 2001) . Simultaneously, health care costs have been steadily climbing the past several decades and are projected to continue to do so without action. For instance, health care spending was 5 percent of Gross Domestic Product (GDP) in 1960, but is now projected to reach 19.6 percent in 2024 (CMS, 2014b,c) . This environment created the conditions for public and private payers to move away from an FFS payment system that was exacerbating these cost and quality trends. The goals of value-based payments align with a focus on children's behavioral health because of the potential to reduce cost and improve outcomes for a high-need population; however, the following connections must be made between the behavioral health and broader medical community stakeholders and are discussed in more detail below:
 Build on existing payment and delivery reform efforts that have a children's behavioral health component with federal entities driving the changes.  Focus on Medicaid as a partner in advancing innovations in children's behavioral health as payment and delivery reform accelerates across states.  Create linkages to comparative effectiveness and other research efforts to advance best practices.
Build on Early Work of Federal Entities Driving Payment and Delivery Reform
The ACA established new entities, programs, and demonstrations to test payment and delivery system reforms, such as ACOs, health homes in Medicaid, and bundled payments or episodes of care. These payment and care management approaches present new opportunities for integrated approaches to care delivery and a potential for long-term cost savings by promoting prevention and early intervention. At the federal level, the ACA created the Center for Medicare & Medicaid Innovation (CMMI), which is shaping and leading payment and delivery reform across payers. CMMI received $10 billion in mandatory appropriations in the ACA to test new payment and delivery models that can reduce federal health care costs for Medicare, Medicaid, and CHIP beneficiaries while maintaining or improving quality. CMMI does not have an explicit focus on children's behavioral health despite the costs and long-term impacts of these conditions in childhood and across the lifespan, but there are early efforts that can be built on. For instance, CMMI distributed $1 billion in funding through the Health Care Innovation Awards (HCIA) to test promising care delivery models that reduce costs, with a focus on high-need populations (CMS, 2016) . Approximately 25 percent of round 2 grants are examining care for children with medical complexities, such as behavioral health interventions and pediatric ACOs. In particular, the Coordinating All Resources Effectively (CARE) for Children with Medical Complexity project received approximately $23 million in funding to test systems of care for medically complex children in seven states (CMS, 2014a) . CMMI also launched State Innovation Model (SIM) grants totaling nearly $1 billion to help states develop the financial and technical infrastructure to test multi-payer payment and delivery models that improve system performance and quality and decrease costs for beneficiaries of federal health programs and residents (CMS, 2015b) . While many of the state SIM initiatives include a focus on behavioral health, they are not necessarily specific to children. SIM grants and other CMMI initiatives, present an opportunity to bring stakeholders to the table (payers, providers, government, etc.) and ensure that system transformation also addresses the needs of children.
Medicaid Payment and Delivery Reform Activity Accelerating
The movement to value is extending beyond just testing with activity well under way in the Medicaid program as well. Numerous state Medicaid programs are evaluating payment and delivery reforms; for instance, an estimated 18 states are testing ACOs and 22 are testing medical homes in some capacity (NASHP, 2015) . To support these types of efforts, CMS funded the Medicaid Innovation Accelerator Program (IAP)-a $100 million investment to provide technical assistance and supports to states on issues such as Medicaid payment models, bundles for perinatal care and asthma (including children), and behavioral and physical health care integration.
Comparative Effectiveness Research Lacks Child Focus
The ACA also established the Patient-Centered Outcomes Research Institute (PCORI). PCORI's goal is "to improve the quality and relevance of evidence available to help patients, caregivers, clinicians, employers, insurers, and policy makers make informed health decisions." (PCORI, 2014) . PCORI aims to accomplish this by funding comparative effectiveness research (CER) to determine which services or treatments are most effective for patients in different circumstances (PCORI, 2014) . The organization is funded through discretionary funds, transfers from the Centers for Medicare & Medicaid Services trust funds, and a fee on commercial health plans (PCORI, 2014) . Moving forward, PCORI is focused on a number of areas that align with children's behavioral health, including integration with primary care, behavioral approaches to autism, diagnosis and management of adolescent bipolar disorder, interventions that impact chronic disease management, and the prevention and treatment of tobacco use.
Takeaways: Integrating Children's Behavioral Health into Payment and Delivery Reforms Could Support Triple Aim
While the ACA aims to reduce costs, increase focus on quality, and improve outcomes, it will be important for connections to be made between behavioral health and broader medical community stakeholders. Possible actions include  Call for CER and value-based payments to include focus on children's behavioral health. CER entities, such as PCORI, could more explicitly focus on and fund research on the effectiveness of child and family behavioral health initiatives informed by pediatric research experts. In addition, while value-based payment efforts signal the extent to which the health care system is shifting, experts and stakeholders should call for this movement away from FFS to include a focus on physical/behavioral health integration and prevention for children, and twogenerational or family-focused models of care.  Examine CMMI initiatives to illustrate impact of children's behavioral health on meeting metrics in value-based payments. Despite explicit lack of focus on behavioral health (especially in children), CMMI initiatives can yield important data and new models for improving quality and costs related to behavioral health conditions. Research findings from pilots and demonstrations should be assessed and disseminated to the broader community.
 Work with public and private payers to broaden the focus of value-based payments to include children and families. Partner with or initiate a dialogue with payers to provide expertise and a child-and family-centered focus to payment and delivery reforms under way at the federal and state levels, as well as with commercial payers. For instance, Medicaid IAP underscores interest in behavioral health integration, but explicit focus on children must be established. PCORI could be a partner in advancing CER on children's behavioral health services and delivery systems as well.  Build an integrated system of care for children in Medicaid. Medicaid programs in particular are focused on integrating clinical care and benefits for behavioral and physical health care, including prevention. These efforts should be extended to children and building a system of care for them.
Population Health Management Highlights Value of Focusing on Children's Behavioral Health
Value-based payments align provider payments and other financial incentives with performance-usually on quality measures. There are a range of value-based payment models, but those that move toward global payments or hold providers accountable for managing a population of individuals, such as ACOs, also require a focus on population health. Providers and payers are engaging in population health management approaches to promote health and outcomes within a community not only through medical care, but also by focusing on prevention and health promotion by health care professionals, social services, community-based organizations, and public health agencies, among others. Recognition of the importance of population health to manage and promote the health and well-being of communities opens the door to broadly implement child-and family-focused prevention and treatment.
The most prominent example of a two-generation intervention aimed at prevention and the promotion of child health and development is the Maternal, Infant, and Early Childhood Home Visiting (MIECHV) program authorized in the ACA, which is administered by HRSA in collaboration with the Administration for Children and Families (ACF). The program supports pregnant women and their families, as well as at-risk parents with children from infancy to kindergarten, connecting them to resources and helping them develop skills that foster physical, social, and emotional health in their children (HRSA, 2015b) . Congress appropriated $1.5 billion for the program and has extended it through fiscal year 2017 (HRSA, 2015b) . Since 2012, the program has made more than 1.4 million home visits across all 50 states (HRSA, 2015b) . The program is a model not only for its effectiveness, but also because of the collaborations it has fostered within HHS and its integration into new payment and delivery models. For instance, home visitation programs are working with FQHCs and some are also co-located with medical homes coordinated by the American Academy of Pediatrics (AAP). The impact and breadth of the model is potentially wide ranging, as it affects healthy development beyond childhood as well as economic prosperity and is an example of a "next-generation" intervention aimed at atrisk children and families that promotes long-term population health outcomes.
There are also other interagency efforts under way across HHS that support population health goals. In particular, ACF is part of a number of interagency collaborations to support early childhood development. Efforts include integrating home visiting programs into broader systems of early childhood care and bringing a health care perspective to early childhood programs including home visiting, Head Start, and the U.S. Department of Education's Race to the Top Fund. ACF is also working with other agencies, states, and grantees to identify new prevention opportunities created by the ACA that can support the health and well-being of children and families, such as depression screening in mothers. Last, ACF's Birth to Five: Watch Me Thrive! initiative is a coordinated federal effort aimed at promoting healthy child development through universal developmental and behavioral screenings and support for families and providers (ACF, 2016) . These types of interagency collaborations and efforts underscore that the ACA has created new opportunities to promote child and family well-being and health and to support broader population health goals.
Takeaways: Alignment of Population Health and Children's Behavioral Health Goals Must Be Highlighted
New payment and delivery models-especially those that are outcomes-and risk-based or provide global payments-align payment incentives with population health goals. Given the potential for early intervention for at-risk children and families to produce positive long-term outcomes, a focus among payers and providers on children's behavioral health and familybased interventions for those at risk could have positive impacts across health care and other domains (Robertson et al., 2016) . Specific areas where progress could be made to align population health with children's behavioral health include  Craft payment policies that support population health goals. While SBHCs have expanded since the ACA, the system is still largely FFS; as such, SBHCs rely on grant dollars to provide preventive, parent engagement, and teacher services. An analysis of, and recommendations for, how payment policies for FQHCs and SBHCs, among other care settings, can promote population health could support broader system goals.  Build a long-term case to support two-generational models of care. Articulate the important link between parent behavioral health and health outcomes for children as a reason why payers should support two-generational models of care and interventions as part of population health management. While CMS and CMMI acknowledge there is a federal role for supporting population health, current research and limitations in projecting economic and other benefits in the long term may be limiting how the agency can support population health interventions (Kassler et al., 2015) . However, a growing body of research demonstrates the long-term positive benefits versus costs of early childhood prevention, which should be brought to the attention of policy makers (and further built on) to support greater testing and support for two-generational models of care (NIDA, 2016) .
CONCLUSION Integrating Children's Behavioral Health into System-Level Efforts Is Important to Improving Value and Drive Population Health
The ACA has created new opportunities for advancing the health and well-being of many populations, including the developmental and behavioral health of children. The ACA does this by expanding coverage-mental health and substance abuse services in particular-to the uninsured and through value-based payment reforms that are creating new incentives for population health management strategies that include behavioral health promotion and disorder prevention. While these broader trends and impacts will hopefully improve the health and wellbeing of adults in at-risk or low-income families and communities in general, there is little focus on children's behavioral health and prevention in the context of the ACA. There also appears to be limited coordination across federal agencies post-ACA to advance children's behavioral health within this larger context. The broader policy developments and trends, however, create a positive environment for testing and scaling prevention and community-based care approaches for at-risk children and families, as well as screening and treatment services to address behavioral health issues early in childhood. Potential opportunities for child development and behavioral health experts and stakeholders to advance the goals of improving and promoting child, parent, and family health and well-being in the context of broader health care system changes can be grouped by the main trends reviewed in this paper (see Table 1 ). Movement to value  Call for explicit focus on the integration of child development and behavioral health, including prevention, as part of value-based payment programs and payer and provider population health management strategies.  Identify remaining gaps and ways to build on existing efforts (e.g., CMMI) to advance children's behavioral health, including prevention.  Engage with PCORI as it is seeking suggestions on CER and children's mental health. Start by engaging and garnering support from stakeholders, such as health policy, child development, and behavioral health experts, patient groups, and child health advocacy groups, as well as payer and provider interest.
Population health  Research integration in children's behavioral health, including effective linkages from the primary care setting where initial behavioral counseling may be delivered to community-based care settings.  Articulate a research agenda to identify and disseminate evidencebased practices across existing and new CMS programs.  Disseminate and further build on the evidence base for investing in twogeneration interventions and early developmental and behavioral screenings across health settings where at-risk children are seen (e.g., FQHCs, SBCHs, etc.).  Support greater collaboration across federal and state agencies and programs that aim to promote child development and family health and well-being.  Train a workforce that can support rapidly evolving innovations in integrated health care and population health.
The ACA aimed to (1) expand coverage to the uninsured; (2) ensure coverage includes a basic set of benefits, including behavioral health promotion and care; and (3) catalyze changes in the payment and delivery of health services so that patients receive better care and experience better health at lower costs. Many of the historical siloes in health care are being connected in this new environment, but the landscape for children's behavioral health, including prevention, remains largely siloed from these developments. However, the rapidly shifting environment in health care is creating promising opportunities to align the goals of advancing children's behavioral health and development with overall health system transformation.
